Setting-Maternity unit with an annual birth rate of 5700.
Subjects-For first neonatal examination: 1795 babies born in the unit during the 115 day observation period. For second routine examination: 1747 babies (97.3%) discharged from postnatal ward.
Main outcome measures-Missed abnormalities (present but not previously noted); minor abnormalities (superficial infection or trivial or transient abnormalities not requiring intervention); and important abnormalities (unlikely to have been present at first examination but requiring intervention).
Results 24 hours after birth with a repeat examination of the hips on discharge from hospital or within 10 days after birth but no further routine examination until the age of 6 weeks. This contrasts with previous guidelines, which recommended a second full examination, before discharge, for all those babies remaining in hospital for more than two or three days.2 The value of an initial neonatal examination is widely accepted, but there is little information concerning the previously recommended second neonatal examination to either support or refute its exclusion from the core programme for child health surveillance proposed by the Hall report.
We recently reviewed the practice of routine neonatal examinations within our maternity unit. We present our results with particular reference to the second neonatal examination to provide information on its value as a medical surveillance procedure.
Subjects and methods
Details of the routine examinations of neonates performed by our senior house officers were collected prospectively from the case notes of all the 1795 babies born during 115 days from 8 March to 30 June 1988. These case notes were already being routinely scrutinised by the registrar so it was therefore possible to collect data without drawing the attention of the senior house officers to the study. The policy of the unit was that babies were fully examined within 24 hours after birth and again on the day ofdischarge. The second examination was omitted only in those babies discharged within 18 hours after birth and in some babies discharged at a weekend, provided that they had received a full examination in the 24 hours before going home.
All abnormalities identified were recorded. Unfortunately, we were unable to ascertain from the case notes whether parents or nursing or medical staff were the first to discover the abnormality. Any abnormalities detected on the second examination which had not been previously noted were classified as: missed abnormalities-that is, those that would have been present but were not previously noted; minor abnormalities-that is, superficial infection or trivial or (table III) . Superficial infection in 30 infants was the most common abnormality (conjunctivitis (22 infants), paronychia (five), septic spots (two), and discharging ear (one)) and was treated with a topical or oral antibiotic in 22 (73%). Jaundice severe enough to prompt measurement of serum bilirubin concentration was present in nine infants, but treatment was not necessary in any of them. Four infants had cardiac murmurs which were transient, and they were not followed up as outpatients.
Important abnormalities were found in seven infants. The most common was a congenitally dislocatable hip found in four infants; two infants received splintage and all hips were clinically and radiologically normal at 1 year of age. An otherwise well infant born at term, who was noted to be jaundiced on day 3, was detained and given phototherapy on day 4, although in retrospect 280 [tmol/1). A cardiac murmur, which was still present on discharge, was heard in an otherwise normal baby; no symptoms developed and the murmur resolved by the age of 3 months. One baby had a distended abdomen; abdominal x ray examination and serum immunoreactive trypsin assay showed normal findings, and the baby was well and thriving at 1 month of age. All important abnormalities were detected by examinations performed between the 3rd and 5th day of life (table IV) .
Discussion
We showed that a thorough physical examination during the first few days of life detects abnormalities in 8-9% of newborn infants. Although some of these abnormalities would have been evident to the mother or midwife, we consider that most required a medical examination for their detection, confirming the examination as an effective means of child surveillance. By contrast, the value of the second medical examination is doubtful. Although 4-4% (63/1428) of babies had an abnormality, 78% (49/63) of the findings were of minor abnormalities and 11% (7/63) of missed abnormalities. Failure to identify, before discharge, the three missed abnormalities requiring intervention should not have been detrimental subsequently, especially considering their nature and the continuing care given by the primary health care team. Thus only 0 5% of the examinations detected an important finding: the most notable with respect to long term implications was that of dislocatable hips.
These results show that the value of a second full neonatal examination as a medical surveillance procedure is largely limited to detecting hip abnormalities. We therefore conclude that a second thorough examination at this age cannot be justified as a screening procedure for abnormality and concur with the recommendations of the joint working party that a single detailed neonatal examination is sufficient and that a repeat examination of the hips alone towards the end of the 1st week of life is necessary. The time saved would then be better used to discuss parental concerns; the care, feeding, and problems associated with normal infants; and immunisation procedures.
As 38 5% of babies are discharged on or before day 2 the second hip examination in these infants will need to be done by their general practitioner. For 
ONE HUNDRED YEARS AGO
It is really very annoying that our friend the enemy will not take the trouble to understand the official view as to the status of medical officers of the British army. We all know that they are non-combatants, and that no self-respecting War Minister would ever dream of recommending them for the honours or rank which fall to the lot of those other officers who build the bridges or have charge of the baggage mules. Yet somehow or other we never have a little war or a horrible massacre but one of these medical officers is killed or wounded. It is true that, being a non-combatant, he ought not, according to the rules ofwar as understanded of the Horse Guards, to have been wounded or killed; and this reflection must be a great source of consolation to him or to his widow, as the case may be. It is, however, mortifying to find how backward the Manipurs are; even after enjoying the advantages of British protection for more than half a century, they have entirely failed to distinguish between the combatant and the (officially) non-combatant. One combatant officer has been killed, and, so far as appears, the only other officer touched was the only "non-combatant" officer present -Surgeon Calvert.
(British MedicalJournal 1891 ;i:770)
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